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soning."2'7 Rather, as a first attempt to identify issues con-
tributing to high rates of poisoning among low-income
Latino children, we documented high levels of house-
hold exposure to hazardous products and cultural factors
underlying that exposure.

Results indicate that current Poison Control Center
outreach efforts should be expanded. No mother inter-
viewed in the present study had a Poison Control Center
telephone number available. This finding was consistent
with the results of another study indicating that parents
schooled in Mexico were significantly less likely to have
called a Poison Control Center before going to an emer-
gency room for pediatric poisoning than were parents
schooled in the United States.'8 Poison Control Center
outreach messages should be adapted for use in the
Spanish-language media, an important source of infor-
mation for the many Latinoswho are not fluent in English.

The messages should address the dangers posed by
shared housing and bycommon products that lack child-
resistant packaging, such as rubbing alcohol and medi-
cines from Mexico. Particular attention should be paid
to advocating better storage practices, including the use
of sturdy cabinet latches and inexpensive but lockable
containers, such as small plastic toolboxes. Evidence from
the present study indicates that most cabinet latches are
not sturdy enough to stand up to assaults by children
over time, and that mothers' reports that they have such
latches need to be followed up with queries as to whether
the latches are still functional.

Clinicians are in a unique position to help prevent
poisonings by informing patients about safe storage and
use ofmedicines and household chemicals. For thosewho
do not know English, it is clearly essential to label med-
ications and give instructions in Spanish. Spanish-lan-
guage handouts on poisoning prevention are available
from the American Academy of Pediatrics and regional
Poison Control Centers. Above all, clinicians should keep
in mind that poverty, crowding, and the inability to read

English can have far-reaching effects on children's expo-
sure to toxic substances.
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COMMENTARY
How to do ethnographic research
One of the most important contributions of anthropology
is our research methodology, known in the field as "participant
observation" but also referred to as ethnography. We believe
that people must be understood in context. Cultures are seen
as holistic, with each aspect influencing and being influenced
by every other. It is not enough to take people's words for
things, as is necessary inquestionnaires andinterviews, because
people are notoriously unreliable. Their respect for your
authority may lead them to tell you exacdy what they think

you want to hear. Or they may have other agendas influenc-
ing their responses, such as fear of the immigration service.
In any case, anthropologists long ago leamed that to increase
your chances ofacquiring valid data (in the statistical sense),
you need to make observations a part of the data collection
process. With respect to the study of poisoning exposure
among children ofMexican-born mothers, it is impera-
tive to study the situation in the homes in areas where chil-
dren are being poisoned at greater rates than in other areas.
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The authors use the term "ethnography" to describe their
methodology. They cite an important article by William
Ventres and Richard Frankel entitled "Ethnography a step-
wise approach for primary care researchers."1 Much of this
commentary is based on that article.

Ventres and Frankel define ethnography as "the research
process of learning from people about their culture."
Traditionally, anthropologists wrote ethnographies-com-
plete descriptions ofa culture, including its values, beliefs,
marriage patterns, social structure, political system, and so
forth-after living 1 to 2 years with the people, observing
and participating in their lives. This does not guarantee
objectivity, however, because each researcher will be influ-
enced by his or her own biases and preconceptions, and
the people will respond to the researchers as individuals,
someofwhom theywill like more than others. It does, how-
ever, insure a deeper degree of understanding than can be
gained by most field methodologies. An important goal
of ethnographic research is to try to get the emic perspec-
tive-the "natives" views oftheir own behavior-in addi-
tion to the etic, or "outsiders," views. For example, many
years ago a study was done on high rates of communica-
ble disease in a rural Peruvian town high in the Andes.2
The problem appeared easily ameliorated by having the
people boil water. It was not until researchers went in to
study the people that they learned why this was nearly
impossible, at least from the people's point of view. For
one thing, they believed that "cooked" water was related
to illness, and theydid notwant to compromise theirhealth
by boiling the water. For another, during much ofthe year,
fuel for fire was scarce, and collecting it would take time
out ofan already busy day. Most hearths were too small to
fit more than two cooking vessels at a time; spacewas need-
ed for food. Thus the number of times water could be
boiled, using a limited fuel resource and cooking space,
was greatly restricted. By learning something about these
people, their beliefs, and their lifestyle, researchers came
to understand why they were reluctant to boil their water.

Ethnography is defined as a "set ofqualitative research
methods"1 that can be used to investigate the human
dimensions ofhealth, illness, and disease. It is defined by
3 principles: 1) it is an observational method designed
to get at the meanings underlying peoples' behaviors; 2)
it focuses on everyday life as events unfold naturally; and
3) its goal is to understand behavior from the point ofview
of those who are being studied.

Ethnography can be used in conjunction with quanti-
tative studies; prior to quantitative studies, iflittle is known
about which variables to study; or after quantitative stud-
ies, to help explain findings in depth. It can also be used inde-
pendently from such studies when the goal is to understand
aspects of medical care related to cultural rules and expec-
tations. Ethnography can help provide insight into seem-
ingly puzzling or contradictory behavior.

Ethnographic research is characterized by 3 funda-
mental tasks: 1) observing people's behavior; 2) studying
what people say they do, believe, and think; and 3) inter-
preting what people actually believe and think. There are
5 basic steps to accomplishing these tasks using an ethno-
graphic research plan.

Defining a research question
The research question should convey a rather general
theme rather than a specific hypothesis. An important part
ofthis step is for the researchers to examine theirown bias-
es and see how they might influence the data collection.
These biases must be revealed to the readers when the
research is written up. In otherwords, the researchers must
acknowledge their own subjectivity.

Interviewing informants
Open-ended, face-to-face interviews are conducted. The
interviewer is on an equal footing with the interviewee,
a departure from the standard physician-patient rela-
tionship. The researcher must be the curious person who
wants to know more about the interviewee's perspective
on his or her life experience and beliefs.

Participant observation
The researcher must spend a great deal of time with the
informants, interacting sociallywhile discreetly taking sys-
tematic notes. In this way, he or she can learn the cultur-
al rules of behavior.

Analyzing observations
Ventres and Frankel describe 3 common principles of
ethnographic data analysis: 1) triangulation, or using data
from a variety of sources, including interviews, partici-
pant observation, and personal diaries; 2) thick descrip-
tion, which involves getting "under the skin" ofthe people
being studied, so that you can see things from their points
of view; and 3) saturation, meaning that analysis is seen
as completed when no new data or ideas come up.

Reporting results
The authors emphasize the importance ofclearly describ-
ing your research methodology, revealing any sources of
bias, and condensing large amounts of descriptive data.

In order to judge the quality of ethnographic work,
Ventres and Frankel suggest that authors and readers ask
the following questions: What was the design? Is the text
credible? Does the study make sense clinically?
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